To improve the health of children and bend the health care cost curve we must integrate the individual and population approaches to health and health care delivery. The 2012 Institute of Medicine (IOM) report Primary Care and Public Health: Exploring Integration to Improve Population Health laid out the continuum for integration of primary care and public health stretching from isolation to merging systems. Integration of the family-centered medical home (FCMH) and home visitation (HV) would promote overall efficiency and effectiveness and help achieve gains in population health through improving the quality of health care delivered, decreasing duplication, reinforcing similar health priorities, decreasing costs, and decreasing health disparities. This paper aims to (1) provide a brief description of the goals and scope of care of the FCMH and HV, (2) outline the need for integration of the FCMH and HV and synergies of integration, (3) apply the IOM' s continuum of integration framework to the FCMH and HV and describe barriers to integration, and (4) use child developmental surveillance and screening as an example of the potential impact of HV-FCMH integration. Pediatrics 2013;132:S74-S81 AUTHORS:
INTEGRATION OF THE FAMILY-CENTERED MEDICAL HOME AND HOME VISITING INTO THE MEDICAL NEIGHBORHOOD
To improve the health of children and bend the health care cost curve we must integrate the traditional silos of health delivery systems. 1 Moving the familycentered medical home (FCMH) beyond the office into the community will integrate the personal and population approaches to health and health care delivery and has the potential to optimize each child' s life course trajectory, improve outcomes, and reduce costs. 2, 3 The future of pediatric care is working in multidisciplinary teams with the shared goal of delivering the right care at the right time and in the right place with the right providers. Although the medical home may be the right place for some services, the patient' s home may be the right place and home visitors the right providers for other services. Continued health disparities bring urgency to integration of these services. [4] [5] [6] Recent Affordable Care Act investment in home visitation (HV) programs and emphasis on the FCMH combined with the American Academy of Pediatrics (AAP) and Academic Pediatric Association (APA) endorsement of collaboration between home visitors and primary care providers (PCPs) offer a unique opportunity to integrate and improve services provided to children and families. [6] [7] [8] This paper aims to (1) provide a brief description of the goals and scope of care of the FCMH and HV, (2) outline the need for integration of the FCMH and HV and synergies of integration, (3) apply the Institute of Medicine' s (IOM) continuum of integration framework to the FCMH and HV and describe barriers to integration, and (4) use child developmental surveillance and screening as an example of the potential impact of HV-FCMH integration.
The Family-Centered Medical Home
From an ecological perspective, availability of comprehensive primary care is strongly associated with improved population health. 2, 9 The FCMH was initially conceived in pediatrics in the 1960s and 1970s as a model for providing comprehensive pediatric care. 10 Over the past 3 decades the medical home model has been further refined, defining the medical home as accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally effective. 11, 12 The central goal of the FCMH is to facilitate partnerships between patients, families, clinicians, and community resources to improve children' s health, and the joint principles for the FCMH have been widely endorsed. 7 There is modest evidence that FCMH models are associated with improved quality of health care in pediatrics, including children with a medical home having fewer unmet health care needs and increased likelihood of receiving preventive care. [13] [14] [15] [16] [17] Evidence exists for potential cost savings associated with the growth of the medical home model. 18 It is hypothesized that an expanded medical home model will further decrease health disparities. 19 Ongoing multisite FCMH demonstration projects aim to provide additional evidence regarding the effectiveness of the FCMH model of care. 20 The current scope of practice of the FCMH is deeply rooted in the medical model of care, including child health supervision and acute and chronic disease management occurring primarily at an office site. There is increased recognition of the importance of psychosocial issues in child and family health and of a population approach that addresses the social determinants of health. New models of health promotion that move beyond the medical model of care are needed to look beyond the individual patient in the office to managing the health of families and patient populations in the community. 3, 21 Although traditional models of primary care provide reactive and episodic care during doctor visits, new models require outreach, coordination, and education/ empowerment with increasing teamwork provided by multidisciplinary staff including home visitors. 22 As FCMHs and hospitals are increasingly being held accountable to population quality measures, interest in home visitation (HV) and community health worker models have increased. 23 For instance, Healthcare Effectiveness Data and Information Set quality measures that assess well-child visit attendance of a primary care practice' s panel has increased interest in medical home outreach to families and home visitation strategies. Similarly, hospital reimbursement tied to readmission rates has also led some to consider social determinants of health and strategies beyond the health care setting.
Home Visitation
HV is a widely disseminated strategy to promote maternal and child health that is endorsed by state and federal agencies, professional societies, and private foundations. 24 HV for at-risk families was developed more than a century ago with goals similar to pediatric primary care, including promoting the health and development of children by developing a longitudinal, supportive, and trusting relationship with families. HV programs involve regular home visits by a paraprofessional or nurse. There are multiple types of HV programs, including maternal, infant and early childhood visiting, targeted visiting for children from at-risk families, and child care and school-based visiting programs.
Models of maternal and infant early home visiting have documented modest evidence that high intensity HV programs can improve child physical and emotional health and development, improve school SUPPLEMENT ARTICLE readiness, and prevent child abuse and neglect. 25, 26 HV has also been shown to improve the relationship between the family and their primary care clinician. 27, 28 Furthermore, HV programs have also demonstrated cost savings longitudinally, with the greatest savings in those visited who were at greatest risk. [29] [30] [31] The scope of practice for evidence-based HV programs is wide and varies depending on the individual goals of the program and what type of provider is performing the home visit. Goals of these programs include improved pregnancy outcomes, prevention of maltreatment and neglect, enhanced parent-child interactions, early identification of delays, and improved developmental trajectories. Community health worker programs have also increased with emphasis on the shared culture of the worker and the family. 23 The scope of HV programs has been expanding to address special populations and to include additional goals such as follow-up from hospital discharge, medical visits to children who have special health care needs (eg, asthma care), hospice and palliative care, and environmental evaluations (eg, home lead evaluations). Although some HV programs are based in traditional health care settings such as hospitals and primary care practices, many are operated by state or local public health departments or private companies, often without connection to primary care practices. HV curricula are also used in some pediatric residency training programs as a method to extend the medical home into the community while experientially teaching residents social determinants of health and the role of HV staff. 32 
INTEGRATION: MOVING FROM ISOLATION TO SYSTEMS MERGING Why is Integration Important?
The goals of the FCMH model of care and HV programs are fundamentally synergistic. They share goals of promoting the health and development of children, often through trusting longitudinal relationships. Both provide children and their familieswith social support and anticipatory guidance (eg, development, safety), and linkage to community resources and services. To fully capitalize on these synergies, the systems should be integrated, whenever possible prioritizing the particular strengths of each service and needs of the family.
The 2012 IOM report Primary Care and Public Health: Exploring Integration to Improve Population Health laid out the continuum for integration of primary care and public health. 33 The continuum stretches from isolation, mutual awareness, cooperation, collaboration, partnership, and finally to merging systems (Fig 1) . Core principles for integration include common goals, involvement of the community in addressing needs, and strong leadership. Leadership is needed to bridge disciplines, services, programs and jurisdictions, sustain integration, and develop collaborative systems for data sharing and evaluation. The time is ripe for planning horizontal integration (ie, merging health services with other sectors such as social and civic sectors) and vertical integration (ie, linking primary, secondary, and tertiary health care services and different health disciplines) for the common goals that HV and the FCMH share. 3, 34 Integration of the FCMH and HV could promote overall efficiency and effectiveness and help achieve gains in population health through improving the quality of health care delivered, decreasing duplication, reinforcing similar health priorities, decreasing costs, and decreasing health disparities. The current movement from the FCMH toward the medical neighborhood, which encompasses the FCMH combined with other clinical health services and community and social service organizations at the state and local public health levels, may also serve as a facilitator. 35 Because families are more likely to use health services when they reflect the families' perceived needs, communication between home visitors and FCMH clinicians regarding specific needs is likely to result in more preventive care use and better retention in HV programs. 36 Integration may also allow home visitors and medical home providers to better understand patients' and families' needs and preferences, and more directly address their concerns.
Evidence for Integration
Different degrees of integration of the FCMH and HV systems have been shown in multiple studies to be effective and to improve health-related outcomes for children. 22, 23 Hardy and Street found that home visits conducted 2 to 3 weeks before a well-child visit resulted in fewer missed visits, fewer sick and acute care visits, decreased hospitalization, and decreased abuse and neglect. 37 Furthermore, at-risk children receiving an intensive HV program in collaboration with a PCP improved involvement with and retention in early intervention programs. 38 A program
FIGURE 1
The Institute of Medicine continuum of integration of primary care and public health. 33 that assigned public health home visitors to work with PCPs in North Carolina resulted in mothers of infants being able to overcome more personal and structural barriers in seeking care for their child. 39 Another program in which school-based home visitors collaborated with PCPs in South Carolina resulted in a greater parental understanding and retention of anticipatory guidance and improved satisfaction with care. 24 State programs have also been successful in encouraging integration of HV and the FCMH. North Carolina Linkages for Prevention brought together primary care practices and local state health departments in Durham to improve the delivery of preventive care in pediatric primary care practices and implement intensive HV to low-income pregnant women and their infants. Home visitors working in close collaboration with PCPs providing 2 to 4 home visits per month for the first year of life resulted in higher numbers of well-child visits at 12 months and lower likelihood of being seen for injuries and ingestions. 40 The REACH-Futures program in Chicago, which uses registered nurses from a community clinic who are teamed with public health trained community health workers for an infant HV program, resulted in improved immunization rates and retention in the primary care clinic. 41 Finally, a qualitative study by Nelson 43 There are multiple barriers that must be overcome for optimal coordination, communication, and linkage between HV and FCMH. As is acknowledged in the IOM report, the first step of integration is mutual awareness, which is often lacking. FCMH providers and home visitors are often separate organizations that have different oversight and administration. In addition, there are few financial incentives or reimbursement structures to encourage HV and FCMH providers to interact. Significant barriers to communication currently exist, many of which are similar to communication struggles seen between PCPs and subspecialists. These include inconsistent method and timing of communication, inadequate content of communication, and concern for making families intermediaries between home visitor and PCP providers. 45 Another common barrier to integration is concern about disclosure of possible confidential information from the PCPs to the home visitors or vice versa. 43, 46 Families may be apprehensive about disclosing information across services. Furthermore, there is concern that clinicians may be unprepared to act on family issues the home visitor may find in the home, and conversely, that home visitor may not be able to address the issues of PCP concern. 37 Finally, the perceived and real-time constraints related to communication and potential disruptions to practice also impede integration efforts.
Measurement
Measuring the integration of HV programs and the FCMH is critical to encourage integration, assess the current state of coordination, plan next steps, and assess effectiveness of interventions to increase collaboration. 47 Programmatic measures, process measures, and outcomes must be initially assessed and regularly reassessed (Fig 2) .
Example: Integration of Developmental Surveillance and Screening
Although developmental surveillance and screening are part of child health supervision in the FCMH, it is also in the scope of practice for many HV programs. Home visitors potentially have more time with families for developmental surveillance and would be able to observe children in their natural home environment. Without integration, it is possible that PCPs and home visitors may duplicate efforts providing the same surveillance and waste time and money for thePCP,homevisitor,andfamily.There is also the potential to provide inconsistent or conflicting information to families regarding children' s developmental milestones.
Dividing responsibilities regarding developmental assessment between the home visitor and the PCP would likely avoid duplication and allow standardized screening with enhanced monitoring of referrals. Developmental assessment in the home may also be a more effective location for observation and testing, as children might be more comfortable interacting in their home SUPPLEMENT ARTICLE environment rather than having to rely on parental report. As has been done with care coordinators, multiple PCPs could share a home visitor or group of home visitors. A clear process and system for ensuring screening, assessment, referral, and follow-up shared by the FCMH and home visitors could result in improved child developmental outcomes. By dividing responsibilities between the home visitor and PCP, there could be more focused time to address other steps in the surveillance process as well as other important child and family health-related issues.
Methods for Integration of Home Visitation and the Family-Centered Medical Home
The integration process requires breaking down barriers and establishing new methods of improved communication. 48 A first step in facilitating communication is creating a system for the FCMH provider to know that their patient is enrolled in an HV program. Second, a regular and preferred method of communication needs to be established. Mutual awareness between FCMH providers and HV programs is necessary, but not sufficient for optimal care and avoidance of duplication and fragmentation of services. Instead, to maximize the health of children we must move along the integration continuum to partnership and merging of systems. This requires a clear scope of service for HV and the FCMH, bidirectional communication, and shared responsibilities for outcomes. Optimally, FCMH and HV providers in a region must agree on a strategy, allocate responsibilities and services, and monitor implementation and outcomes. Table 1 details examples of different levels along the integration continuum for the FCMH and HV.
Medical home and HV integration can result directly in improved individual child development and health outcomes. On a patient and family level, integration can translate into information sharing, referring bidirectionally, assisting in care coordination, reinforcing treatment plans and anticipatory guidance, improving maternal depression identification and treatment, and improved chronic disease management. On a population health level, integration promotes primary, secondary, and tertiarypreventionwithinasingleintegrated system and can improve identification of community needs. 49 When progressing along the integration continuum, it is necessary to consider the current level of integration, which partners should be included in the process, and what actions will be needed for enhanced integration. Partners should extend beyond home visitor programs and individual FCMH practices to include community members and other stakeholders to fully assess needs. Actions toward integration will likely be different in different regions and dependent on which partners are involved. They can range from a minimum of shared goals and mutual awareness to sharing of resources whether financial or human and sharing physical space and supplies. 33 Ideally actions should work toward the goal of a shared
FIGURE 2
Measures for assessing the coordination of HV programs and FCMH. Adapted from reference 47. infrastructure, including co-location and building sustainable integrated systems that have enduring impact.
Multiple methods have been proposed to facilitate integration between practitioners in the FCMH and home visitors. States have convened statewide task forces composed of Title V Maternal Child Health, Medicaid and CHIP programs, hospital provider groups, insurers, and families to start integrating service delivery systems. 1 States are also using funds to integrate public-private service delivery systems and promote quality. One example of a funding mechanism to encourage integration is the Medicaid Health Home State Plan Option that provides funding strategies through Medicaid to enhance provider reimbursement for enhanced multidisciplinary collaboration.
CONCLUSIONS
The FCMH model of primary care delivery and HV models have synergistic goals. Both are critical in promoting child development and health in the context of their family and community. Pediatric primary care providers and home visitors must be pushed from the current status of playing nicely in the sandbox together in isolation toward merging systems of care. Health care professionals working in pediatric primary care practices (eg, physicians, nurses, and social workers) and in other health and education programs (eg, home visiting nurses, community case managers, and community health workers) must work on the same team to capitalize on each others' capabilities and expertise, increase efficiencies, and improve the health of children and families.
With the vision of extending the medical home into the community (eg, the medical neighborhood), eliminating persistent health disparities, and the Affordable Care Act' s support for increased health care partnerships, this is an optimal time to integrate the FCMH and HV programs. Policies and funding streams need to be further aligned to encourage this integration. As HV programs are implemented in communities, connecting and partnering with the medical home should be a requirement. Ultimately HV programs should be colocated in the FCMH to optimize communication, collaboration, and child health outcomes. To truly improve the health of all children, the integration of HV and the FCMH should only be the first step in horizontal and vertical integration of services that promote the health, development, and well being of children and families.
